fibromyxoma: A cytohistopathological correlation in a recurrent, nonperiungual, acral lesion Dear Editor, Superficial acral fibromyxoma (SAFM) was initially described by Fetsch et al. in 2001 . It is an uncommon, solitary, slow growing soft tissue tumor affecting ungual and periungual regions of hands and toes in adults. It is more common in males with a mean age of 43 years at diagnosis. [1, 2] Due to morphological and immunohistochemical overlap with other myxoid lesions cytological diagnosis is difficult in cases where the location is not classic. [3] A 38-year-old male presented with a recurrent firm mass on the dorsum of right thumb away from nail bed. The patient was referred with the diagnosis of ganglion cyst. Fine needle aspiration cytology (FNAC) yielded thick mucoid material showing few scattered and loosely clustered spindle to stellate cells with fibrillary stroma in myxoid background. [ Figure 1 ]. It was reported as low grade fibromyxoid lesion with suggestion of SAFM. The excised specimen was non-encapsulated, grey white 2 × 1 cm and gelatinous. On microscopy, there was multilobular configuration with predominant hypocellular areas showing benign stellate cells, occasional mast cells in an abundant myxoid material. Periphery of the lesion showed vascular proliferation and sclerotic bands. There was no atypia or mitotic figures [ Figure 2a and b]. Immunohistochemistry showed positivity for CD34 (focal), CD10 and CD99 while S100 was negative. [ Figure 2c and d].
Cytological diagnosis of this entity is challenging with a very few case reports from Indian subcontinent. First case was reported by Sinha A et al. from a patient with subungual globular swelling on fifth toe. [4] Subsequent case was reported by Raghupathi DS in a patient with lesion on great toe. [3] Grossly SAFMs are unencapsulated, nodular masses ranging from 0.6 to 5 cm with solid or gelatinous cut surface. [2] Microscopy reveals spindle and stellate cells in storiform pattern or in fascicles in loose myxoid/myxocollagenous background. Proliferating micro vasculature is common. Mitotic activity and significant nuclear pleomorphism are uncommon. On immunohistochemistry, the tumor cells are invariably CD99, CD34, CD10 and vimentin positive while negative for S100, desmin, alpha Smooth Muscle Actin (SMA), keratins and Glial
This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms. Fibrillary Acid Protein (GFAP) with variable Epithelial Membrane Antigen (EMA) expression. [2] Superficial angiomyxoma presents with similar features but has no predilection for digital or subungual sites. They are lobulated, lack alternating cellular and hypo cellular areas and have thin branching vessels, entrapped epithelial elements and a rich neutrophilic infiltrate, which was missing in this case. The tumor cells show expression of CD34, SMA (focal) and desmin. [2, 3, 5] Myxoid neurofibroma can be distinguished from SAFMs by their neural morphology, lack of vasculature, more fibrillary collagen and S100 positivity, clearly lacking in this case. [2, 4, 5] Low grade fibromyxoid sarcomas need to be ruled out because of their aggressive course. They comprise of bland spindle cells with alternating fibrous and myxoid areas with small inconspicuous vessels. They are CD34 negative but MUC4positive. [5] Myxofibrosarcomas can be differentiated from SAFM by tiny foci of pleomorphic spindle cells with prominent curvilinear vessels. The cells are positive for vimentin. [5] Other differential diagnosis are myxomas, digital mucus cyst and cutaneous focal mucinosis, giant cell tumor of tendon sheath, glomus tumor, dermal nerve sheath myxoma myxoid dermatofibrosarcoma protuberans, sclerosing perineuroma and giant cell fibroblastoma.
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Fibromyxoid lesions on unconventional sites need to be examined with care to rule out potentially malignant lesions.
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Embryonal carcinoma testis with extensive metastasis and IVC thrombosis
Dear Editor, Germ cell tumors (GCTs) account for 95% of testicular cancers; they are divided evenly between seminomas and nonseminomatous GCTs. Testicular GCTs are rare prior to puberty. [1] Metastasis of testicular cancer generally occurs through hematogenous and lymphatic drainage pathways. Blood born metastasis occurs most frequently in lungs, liver, brain, and bone. [2] Gastrointestinal tract (GIT) metastasis of testicular tumor is a rare event occurring in less than 5% of GCT cases. [3, 4] Here, we report a case of testicular tumor presented as upper GIT symptoms, and a duodenal infiltrative lesion was seen on esophago-gastro-duodenoscopic examination. Later, a testicular mass was identified, and the biopsy result of the duodenal lesion was compatible with the metastasis of an embryonal carcinoma testis.
A 28-year-old male patient presented with chief complaints of pain in the right lumbar region with radiation to pelvis for six months, fever with chills for 20 days, vomiting for 20 days, and loss of appetite for one month. Patient had a history of hydrocele for the last six months. On general examination, pallor was present with no other significant findings. On systemic examination, right-sided scrotal mass was palpated. Baseline investigations revealed raised serum creatinine; and the patient was found anemic with polymorphonuclear leukocytosis. Other biochemical and hematological parameters were within normal limits. Patient underwent esophago-gastro-duodenoscopy which revealed a large, multicentric, variegated, nodular, infiltrative, ulcerative growth from D2/D3 [ Figure 1a ]. Biopsy was taken and the patient was referred for management of hydrocele.
Histology of the duodenal infiltrative lesion revealed infiltration of tumor cells in the lamina propria and submucosa forming glands of variable size and shape and lying singly. The cells had pleomorphic, vesicular nuclei, prominent eosinophilic macronucleoli, indistinct cytoplasmic margins, and moderate amount of amphophilic cytoplasm showing both typical and atypical mitosis [ Figure 1b ]. Diagnosis of adenocarcinoma was made on duodenal infiltrative growth. Histopathologist was unaware of other findings at that time except for the esophago-gastro duodenoscopy report.
On scrotal examination, a 7.0 × 6.0 cm mass was palpated in testis. Further investigations revealed normal serum β HCG and serum AFP. Serum LDH was raised 771 IU/l (135-225 IU/l). Patient was subjected to computed tomography (CT) scan which showed metastatic deposit in the liver and large retroperitoneal 5. Riddle ND, Gardner JM. The pale blue slide: Avoiding myx-ups and mishaps in cutaneous myxoid tumors. Diagn Histopathol 2016;22:152-66.
